This is a survey of social class habits of consulting in a rural general practice situated on the eastern fringe of the Nottinghamshire coalfield in a village which is referred to as Longlands. The practice has almost a monopoly of the 1,500 population, which is in effect a closed medical community, lying a mile away from the main road. There is a wide range of socio-economic groups. There are no industries in the village but many coal miners live there as there are several collieries within a few miles.
This village was suitable for this type of study for several reasons. It was possible for one doctor to arrange to handle virtually all contacts with patients and, as it turned out, he did see everyone during the survey period of 3 m6nths, with the exception of those consulting at one week-end when the doctor attending them made the necessary notes. Coordination of recording methods and diagnostic labelling was reduced to a minimum because almost all the recording was done by one observer. Secondly, almost all the residents were practice patients and there was only one surgery in the village. A small percentage (3 5 per cent.) of the population were served by doctors in neighbouring towns. Thirdly, the medical population seemed likely to be stable as only seven people had changed their doctor for reasons other than leaving the district, in the preceding 6 years.
The method was designed to test two hypotheses:
(1) That there is a significant relationship between social class and the frequency of demands made upon the medical services. (2) That there is a relationship between social class and the kind of demand made.
METHOD
The use of prescription form copies is described fully elsewhere (Kedward, 1962) .
A census was taken of the population resident in the village on November 1, 1959. The individuals in * Present address is: The Maudsley Hospital, Beckenham, Kent each household were counted, and their relationship, age, occupation, and place of employment noted. This information was checked against the electoral register and the practice medical record cards.
The census was of households numbered in street order. The social class of each household was assessed on the Hall-Jones scale, by the occupation of the head of the household (Hall and Jones, 1950) . In addition to the seven classes, a separate sectionthose with a head of household who worked in or about the coalmine-was formed. There are many references to mining occupational morbidity but as there was no intention of assessing this, individual miners were not separated. Mining households were kept apart because it appeared interesting to look for cultural features and consulting habits and perhaps also to compare with an insular mining population in the other large village of the practice.
The Hall-Jones scale aims at distinguishing between occupations according to their social prestige and offers a rather wider range than the Registrar General's Classification. The following comparisons are suggested with the Registrar General's Classification:
Registrar General
Hall- Jones  1  1 and2  2  3 and 4  3  5  4  6  5  7 MEDICAL DATA Each consultation was recorded and the social class was entered from the census sheets. A record was kept of the way each patient consulted, whether by surgery attendance or house-call. In addition, information was sought which most previous general practice morbidity studies had excluded-the indirect 147 consultation. Examples of this are the "roadside request", the telephone enquiry, the request through the chemist or the surgery attender who says, "And may I have something for auntie's cold?". The indirect consultation was thought to be important in a study of social class habits. Logan and Cushion (1958) warned that indirect requests are easily forgotten unless entered immediately. In order to include this material, the requirements were that every consultation should be recorded on a separate sheet. This sheet had to be small-small enough to carry in the pocket-as it might be needed any time of day or night during the 3 months. A prescription form was used or, in the many cases when a prescription was given, a carbon copy of the prescription was taken on which the patient's Hall-Jones class was entered and symbols denoting the type of consultation and disposal. The code included hospital referrals, preventive medicine consultations, occupational disease or injury, contact with a consultant, trivial or unreasonable requests, and night consultations.
Recording began on November 1, 1959, and continued until the end of January, 1960. There was minimal change in the population caused by people leaving the district, new residents, births, and deaths. Patients attending the surgery whose names were not on the census list (i.e. who were not resident on November 1, 1959) were given a Hall-Jones class, and their medical information was recorded and included with the others, as they were considered to replace people leaving the district. No alterations were made in the census list. The period of 3 months had been previously calculated from the results of a pilot survey as being likely to provide the maximum number of patient-doctor contacts which could be handled by the method-about 2,500.
During the recording period, the carbon copies were arranged chronologically by morning surgery, home visits, and evening surgery and each was given a single-line entry to form the Analysis List. The 2,000 odd lines had the appropriate code entered in columns. This list was useful to extract rapidly such information as the number of hospital referrals and the social class of the patients.
The carbon copies were then re-arranged in households by class and most of the information on consultations was then conveniently available to be examined from the class standpoint. For instance, the first household group of the packet of papers of the mining section might be: Table III shows the results of the number of consultations in other practices. The survey of Backett, Heady, and Evans (1954) included "indirect" consultations and is therefore the most convenient for comparison. As the Longlands count was taken in winter, a reasonable guess at the weekly consultations per 1,000 patients over a whole year would be between 100 and 120. The figure (73 0) given by Brotherston and Chave (1956) (Table VI) .-Classes I, II, llI, and IV show a preConsultations were labelled trivial in this survey ference for non-surgery methods of consulting. In in the following circumstances:
Longlands, the distaste of Class I patients for (1) The patient had no disease or only a very attending a surgery is well known and the other minor condition which he was known to be high figures are in accord. The hypothesis that capable of treating himself. Classes I, II, 111, and IV (Registrar General I and (2) The patient was not anxious about his con-Ii) make more consultations outside the surgery dition.
than with other classes is very highly significant (3) The patient showed no evidence of emotional statistically (X2 is in the thousands). The attitude is disturbance. a local tradition but is probably common in other These contacts formed 1 3 per cent. of all consul-areas, and stems from the idea that to attend a tations. There was no evidence that patients in surgery is to lose status. The social stigma arose Longlands consulted unreasonably.
probably from the association of a doctor's surgery with "panel" patients at a time when there was an Telephone Consultations (Table VI) . People of all allied stigma attached to participation in national classes use the telephone to ask for home visits but pension schemes. Now, even though nearly all Class the tendency for people with telephones in their I patients are National Health and not private homes or with easy access to one to consult in this patients, the old prejudices continue. The number (Table VIII) .
The request through the chemist (Table VI) is evident as a characteristic of Class III. When this class is omitted from the series of figures for Classes I-IV and compared with those remaining for Classes I, II, and IV, the habit of Class III of making requests in this way more than the others is statistically significant P< -001. A number of patients in nearly all practices approach a chemist of their choice to obtain repeat prescriptions. Before the National Health Service regulations requiring a separate prescription form for each medicine ordered came into force, any prescription could be endorsed with an instruction to the chemist to repeat as necessary. 
